difficulties were perceived in both dissection or carrying out the anastomosis then xiphoidectomy was added to create enough space.
The Technique of Xiphoid Process Excision
The skin incision was extended 2 cm beyond the junction of xiphoid-sternum ( Figure 1a ) and the cross-fibers of the right and left rectus muscle that were fixed to the xiphoid process were visualized (Figure 1b) . These cross-fibers were transected at the midline and dissected in both sides to mobilize the anterior and lateral borders of the xiphoid ( Figure  1c) . The diaphragmatic fibers attaching to the inferior edge of the xiphoid were detached and the xiphoid process was completely denuded. The completely denuded xiphoid process was transected at the level of sterno-xiphoidal junction with a cautery and removed (Figure 1d) . Meanwhile, the surrounding minor arteries were cauterized to control bleeding. In order to eliminate the dead space formed after the removal of xiphoid process, the peritoneum was sutured to the posterior rectus sheath on both sides or to linea alba with 0 polyglactin sutures. At the end of the operation, the fascia was closed in a continuous manner with number 1 polypropylene suture. The skin was closed with silk sutures or staplers.
RESULTS
There were 30 cases with xiphoidectomy. Nineteen patients were male and 11 were female. The mean age was 51 (21-80) years. The characteristics of our patients are summarized in Table 1 . In patients with xiphoidectomy, the xiphoidectomy took additional 5 to 13 minutes (median 8.7 minutes). A minimal arterial bleeding occurred on the diaphragmatic side in one case, which was controlled with electrocautery.
There were no problems related to the jejunojejunostomy and oesophagojejunostomy anastomoses in any patients. Infection occurred in two patients (2/30), both of which were treated with drainage. Patients were started on liquid diet on the third day. They were discharged on the 7 th day (5-11 days).
DISCUSSION
The subxiphoidal region is a quite complex area that is composed of bone, cartilage, and abdominal fascia. The shape of the xiphoid process varies considerably from case to case. Removal of the xiphoid process has been the subject of several studies in patients with difficulty in access to the oesophago-cardiac junction and the hepatic veins (2, 3). It has been reported that xiphoidectomy has a role in creating additional surgical field even in operations like intra-abdominal cytoreductive surgery performed for other reasons (1, 2) . Likewise, in patients who underwent sternotomy, removing the xiphoid was found to be useful in creating enough space for surgery (1, 4) .
Although some authors prefer extending the midline incision upward from one side of the xiphoid without removing it, it is stated that excision of the xiphoid provides a larger field of view than unilateral extension of the incision (3). We preferred xiphoidectomy during surgery in our operations. In this way, the upper end of the incision spontaneously opened laterally, and the costal margin could be more easily extended with retraction. During surgery, we observed that it provided significant convenience for both dissection and anastomosis. Removal of the xiphoid process can be performed with the aid of electrocautery at all stages. The process itself is quite simple once performed. It adds an average 8.7 minutes to the operative time without causing serious complications. During incision closure phase, a mean of 2 minutes is spent to close the xiphoidectomy-related cavity.
Similar to our case, several authors reported arterial bleeding that was attributed to branches of the internal mammary artery (3). This bleeding could easily be managed. Postoperative wound infection rate does not differ from the overall average. At 12 months follow-up after surgery, incisional hernia was not detected in any patients with xiphoidectomy. We think that careful closure of the complex opening formed by xiphoidectomy and proper closure of the dead space contributed to the low number of infection and herniation. We pay attention to closing this gap since it is a potential source of infection and may facilitate the formation of hernias. These findings show that excision of the xiphoid does not bring an additional issue and that it is applicable when required.
CONCLUSION
In our study, while the requirement for xiphoidectomy in selected cases was emphasized we concluded that additional 
